fecting individuals’ susceptibility is not
clear.s

Only one of 32 (3%) serogroup C or-
ganisms isolated in California and isoen-
zyme-typed at CDC between 1980 and
1985 was type ET22. Los Angeles County
was the first area of the United States to
experience an increase in disease due to
this meningococcal strain. However, a
small cluster of cases of the same ET type
occurred simultaneously in Tennessee.*
Outbreaks of serogroup C have since been
documented in Washington State, Texas,
and Canada.

Circulating strains of N meningitidis
were resistant to sulfadiazine and sensitive
to rifampin. Physicians in Los Angeles
County were notified of the epidemic’™® and
advised to administer rifampin to house-
hold, jail, and day care contacts of case pa-
tients and to consider immunizing high-risk
patients, including children 2 through 4
years of age, with quadrivalent meningo-
coccal vaccine. However, the relatively
high cost of the vaccine for civilians ($10.00/
dose in 1987, in contrast with the estimated
military cost of $2.00/dose) limited the use-
fulness of the vaccine in controlling the
epidemic. O
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Changing HIV Risk
Behaviors: The Case
Against Pessimism

Four articles' in the November 1992
Journal addressed the increasingly urgent
question of how women should be coun-
seled to reduce their risk for sexually
transmitted diseases, including infection
with the human immunodeficiency virus
(HIV). Three articles concluded that sper-
micides should be recommended to
women as a fallback prevention method
when condoms are not acceptable to one
partner or both partners, and all stressed
the need for female-controlled prophylac-
tic methods, betraying a distinct pessi-
mism about the ability of women to reduce
their risk by insisting on condom use.

Two corollaries of this pessimism are
of concern to us: first, recommending an
HIV prevention strategy of unknown ef-
ficacy and safety—spermicides—and,
second, giving short shrift to behavioral
prevention strategies. We will address the
second, because concerns about the po-
tential harmful effects of spermicides and
the case for the efficacy of condoms over
spermicides for HIV prevention have al-
ready been presented in the literature.256

Pessimism about behavioral change
diverts our attention from behavioral
strategies to technological solutions. Un-
fortunately, women are at risk now, and
an adequate technological solution may be
a long way off. Further, a female-con-
trolled method does not necessarily
change the social and sexual environ-
ments that constrain women’s access to,
attitudes toward, and actual use of disease
prevention or pregnancy prevention
methods. (For example, since the appear-
ance of the birth control pill, we have had
an accessible female-controlled method of
contraception. Still, in the United States
every year, an estimated 35% of births are
unwanted or mistimed and approximately
1.4 million pregnancies end in induced
abortion).

Is this further cause for pessimism?
We think not. The last 10 years have wit-
nessed the rapid acceleration of research—
spurred by the acquired immunodeficiency
syndrome (AIDS) epidemic—on women’s
sexual, contraceptive, and disease preven-
tion behavior.™13 Looking to that research,
we see cause for optimism. For example,
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the research shows that perceived norms
exert considerable influence on sexual be-
havior.?-10 However, both qualitative and
quantitative studies suggest that, even in
the absence of normative support for con-
dom use, women are not powerless in their
sexual relationships with men. Inner-city
women interviewed in drug treatment re-
ported leaving relationships with men
whom they considered unreliable or poor
role models for their children.? Even in
countries characterized by profound gen-
der inequality, male attitudes towards con-
dom use can be changed, and women can
acquire the skills and confidence to use
condoms effectively.12
Although condoms’ social and cul-
tural connotations can be formidable bar-
riers to use,!3 cultural influences that are
perceived by public health workers as bar-
riers (such as pressure for women to pro-
tect their male partners) may also facilitate
use.? Further, social conventions can be
changed: media, culturally sensitive ser-
vice providers, and peer educators can
create new behavioral norms, and addi-
tional barriers to condom use could be
eliminated through careful planning and
targeted intervention.14
We must not let pessimism about
men’s and women’s ability and desire to
change their behavior continue to haunt
our prevention efforts. Although we sup-
port the development of female-con-
trolled disease prevention methods, we
believe the public health field needs to
aggressively pursue research in the be-
havioral as well as the biomedical domain
if we hope to prevent the spread of HIV
in women. [
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Measuring HIV-1
Seroprevalence among
English Newborns:
Blood Spot Size

In “Improving Estimates of HIV-1
Seroprevalence among Childbearing
Women: Use of Smaller Spots,”” Hoxie
and his colleagues report a substantial fail-
ure to include eligible, residual, neonatal
dried blood-spot specimens in a US sur-
vey of human immunodeficiency virus
(HIV) infection among child-bearing
women.! Following a protocol that re-
quired the use of a single 1/4-in. (6.4-mm)
diameter circular blood-spot disk (area
31.7 mm®), the group reported that 4.8%
of 154 683 eligible specimens had insuffi-
cient areas of blood spot (termed “‘quan-
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tity not sufficient” [QNS]), although by
taking multiple small (1/8-in/3.2-mm) disks
they found it possible to gather the re-
quired area of specimen in the majority of
samples, reducing the QNS proportion to
0.52%. Surprisingly, the group also re-
ported that HIV-1 seroprevalence was
three times higher among the specimens
derived from multiple small spots com-
pared with the single large spots. This dif-
ference just reached statistical signifi-
cance at the odds ratio’s 95% confidence
interval (1.2, 7.4).

If replicated elsewhere, such a find-
ing would be of concern, because unlinked
anonymous dried blood-spot surveys em-
ploy specimens residual to those used in
screening for inborn deficiencies such as
phenylketonuria. In our experience in the
United Kingdom, it is common not to find
enough dried blood residuum to produce a
single disk as large as 31.7 mm?, and so a
substantial QNS proportion would be in-
evitable if such a single spot were used.

In a survey coordinated by the Public
Health Laboratory Service in England,
from January to December 1992, a total of
99 041 neonatal specimens were found el-
igible for unlinked anonymous sampling.
Two hundred and twenty were found to be
insufficient for testing; thus the QNS pro-
portion was 0.22% (220/98 700) after the
subtraction of 121 mothers who objected
to their babies’ blood being used for un-
linked anonymous testing. When the re-
mainder were tested, 47 were confirmed
HIV-1 antibody positive (seroprevalence
0.0476%). The criteria for QNS was in-
ability to cut a blood spot or spots equiv-
alent to a 3-mm diameter spot. Even if the
seroprevalence in the QNS samples were
7.4 times higher, this would mean missing
only an additional 220 x 0.00048 x 7.4
positives (= 0.78) and would still imply an
actual seroprevalence among the eligibles
of 0.0483% ([47 + 0.78][98 700 + 220]).
Hence, at this low QNS proportion any
effect on the measured seroprevalence is
trivial.

In the United Kingdom’s neonatal
surveys, very low QNS proportion is
achieved through the use of anti-HIV tests
(GACPAT and MAT) that are modifica-
tions of a commercially available particle
agglutination assay (Serodia-HIV).2:3
Both are economical and can use either a
3-mm or a 5-mm diameter disk.# We in-
vestigated whether eluates from such
disks contain sufficient immunoglobulin G
(IgG) to sustain high sensitivity. Eluting
from 203 5-mm diameter dried blood spots
with 200 pl buffer, we found a minimum
IgG concentration of 19 mg/l (median and

maximum values 57 and 110 mg/l, respec-
tively), and, because the GACPAT assay
will detect IgG anti-HIV in specimens
with as little as 1 mg/l total IgG, 3-mm
disks (which will contain one third of the
specimen in a 5-mm disk) will also give
enough material for testing. Support for
this view comes from titrations of anti-
HIV positives. In our experience with the
GACPAT, the minimum titer from dried
blood spots has been 1in 800 and is usually
tenfold higher. O
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HIV and Trends in
Cervical Cancer Death
Rates among Young

Women

In “The Reporting of HIV/AIDS
Deaths in Women,”” Buehler et al. exam-
ined death rates for human immunodefi-
ciency virus (HIV) infection and associ-
ated conditions in order to assess the
impact of the HIV epidemic among
women 15 through 44 years of age.! One
conclusion from this analysis was that the
HIV epidemic had not yet had a demon-
strable impact on cervical cancer mortal-
ity, based on two observations: (1) trends
in cervical cancer deaths were similar in
states with high or low incidences of ac-
quired immunodeficiency syndrome
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